military personnel
There is no doubt that the sudden onset in a previously healthy patient ofa chronic illness not only causes psychological trauma but, in the long term, places unforeseen restrictions on an established lifestyle and sets limits to an anticipated and secure career. We report the following case to' show the effectthat the diagnosis of insulin-dependent diabetes mellitus had on a young army officer and the lengths to which he went to have the diagnosis revised, with near catastrophic consequences.
Case report
A 27-year-old army officer was diagnosed as an insulin-dependent diabetic during January 1981. He had symptoms of thirst, weight loss and lethargy, ketones were found in his urine, and random blood glucose was recorded at 23.0 mmol/l at 10:00 hours and 28.2 mmol/l at 19:15 hours on the day of admission.
He was treated with insulin in divided doses, was medically downgraded and posted to a training unit. The patient was unenthusiastic about his own management and altered his regimen to multiple (up to five) injections of short-acting insulin a day, counteracting occasional hypoglycaemia with chocolate. During January 1982 he was determined to be medically upgraded and return to a field unit, and 24·hour blood glucose profile measured by a military physician revealed euglycaemic concentrations. As a result he was partially medically upgraded.
This did not satisfy him and during November of the same year he persuaded the medical authorities to try him on oralsulphonylurea therapy. However, he found that he could not control his blood glucose without insulin injections, but over the next month he told his military physician that his blood glucose was too low on the oral treatment and he was permitted to continue on diet alone. He obtained further insulin supplies from his unsuspecting general practitioner during a period of home leave.
On admission to PA Hospital, Wrougbton, UK, in January 1983 he was able to smuggle insulin, syringes, and needles into the hospital concealed in talcum powder and tobacco tins, giving himself injections in the lavatory prior to blood glucose estimations. As his blood glucose concentrations now ranged from 3,3 to 13.0 mmol/l, it was concluded that his diabetes was controlled on diet alone and he was posted to a field regiment in Germany. During the next winter. before a dinner, he surreptitiously administered insulin as usual before eating and he consumed alcohol. Feeling lightheaded, he returned to the Officers' Mess and awoke next morning to find himself covered in broken glass. He had broken thirty windows and the officer on duty who had witnessed the events recalled him to be unsteady with slurred speech and had concluded that he was simply intoxicated.
He was commanding a rear party during Easter at a practice camp, and was in charge of a rifle and ammunition for rough shooting. Following his usual practice of surreptitious preprandial insulin administration, he again consumed alcohol and he recollected retiring to his room feeling unwell. He awoke fully clothed the following day noticing that the telescopic sight was in place on his rifle.
During the previous evening he had fired a rifle on a number of occasions in the Officers' Mess but had no apparent recall of these events. As a consequence he was readmitted to hospital for further medical assessment. A blood glucose profile showed concentrations ranging from 1.6 to 6.6 mmol/l and a 75 g oral glucose tolerance test resulted in a range from 1.1 to 6.0 mmol/l. Due to the low blood glucose concentrations, he was challenged and he admitted to surreptitiously taking oral antidiabetic drug therapy only.
Whilst on leave pending disciplinary action, the patient continued to obtain insulin. However, after the changeover to U100 strength insulin, due to confusion he self-administered two and a half times his intended insulin dosage and precipitated hypoglycaemiccoma.After this he ended his deception, has been court-martialled, and has been discharged from the armed services.
Discussion
The collapse of expectation resulting from the diagnosis of insulin-dependent diabetes and the subsequent medical downgrading was the basis for this man's dishonesty. The fact that he was able to continue to control his diabetes successfully during the rigours of active service says much for self control, education, and the available literature on insulindependent diabetes mellitus', Fluctuation from insulin-dependent diabetes to non-insulin-dependent diabetes does occur-, and on the apparent evidence it was reasonable to revise the initial diagnosis. However, if there had been better communication between physician and family doctor, the anomaly of the revised diagnosis and his demand for insulin prescriptions whilst on leave would have been discovered.
Is the danger of alcohol consumption-emphasized strongly enough to insulin-dependent diabetics? In this case alcoholconsumption might have led to death or serious injury to the patient or fellow officers, and but for his alcohol consumption, suspicion might not even have arisen. Because of the difficulty of control in a vigorous service environment, most insulin-dependent diabetics are medically discharged. However, a motivated and informed diabetic can effect glucose control in these adverse circumstances, albeit in this case by duplicity.
The policy of the armed services regarding the retention and employability of diabetics is based on long experience and a good knowledge of service conditions. Still, there is a need. to stress the dangers of alcohol consumption for diabetics and the absolute necessity for good communication between all doctors involved in the care ofservicemen. But for goodfortune, a diagnosis of insulin-dependent diabetes in this case would have ended in tragedy. 
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Discussion
Cutaneous complications of primary lymphoedema include the appearance of warty hyperkeratosis and, rarely, the development of malignant angioendothelioma, a tumour which may arise in limbs affected by either primary2 or secondary lymphoedema'', Xanthomas in association with primary lymphoedema are less well recognized and relatively few cases have been reportedv", In the absence of underlying disorders such as local malignant disease, previous surgery or irradiation to regional lymph nodes,our patient's lymphoedema was considered to be primary. Occasionally rosacea may be complicated by persistent facial lymphoedema" and the presence of the cutaneous features of this
We describe a patient who developed primary lymphoedema of the head which was associated with xanthomas. Although xanthomas are a recognized cutaneous complication of primary lymphoedema, only a few cases have been recorded and all of these have been normolipaemic. Our patient differed in having a polygenic hypercholesterolaemia, a condition not usually associated with extensive xanthomas. We believe that the chronic lymphoedema has predisposed to the deposition of lipid within the skin, giving rise to a clinically unusual pattern of xanthomas. Case report A 45-year-old clerk presented in 1985 with a 4·year history of facial swelling. The initial episode affected her left cheek and the swelling lasted for a week. Two weeks later she developed further swelling of the cheek and this' was accompanied by periorbital oedema and swelling of the forehead. Subsequent episodes have affected the scalp and ears. Initially the swellings cleared but eventually the affected areas became persistently swollen, although the swelling fluctuates from day to day. Since 1981 she has also noticed increasing hoarseness of her voice.There was no past medical or family history of illness. Between 1981 and 1985 the patient had been extensively investigated with the following normal or negative results: urine analysis for blood, 24-hour urine excretion of protein, full blood count, urea and electrolytes, creatinine clearance, serum C1 esterase inhibitor, serum thyroxine and serum protein electrophoresis.
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Examination showed bilateral periorbital oedema <Figure 1), brawny induration of the cheeks and swelling ofboth ears <Figure2).There were xanthomas on the concha of the ear <Figures 2 and 3) and in the preauricular region <Figure 2). There was no cervical lymphadenopathy. Indirect laryngoscopy showed polypoidal thickening of the vocal cords. General examination was normal.
A fasting lipid profile showed the following results: cholesterol 10.8 mmol/l (3.0-5.6 mmol/l), triglyceride
